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a  b  s  t  r  a  c  t
INTRODUCTION:  Intestinal  endometriosis  is  often  an  infrequently  considered  diagnosis  in  female  of child-
bearing  age  by  general  surgeon.  There  is  a delay  in diagnosis  because  of  constellation  of symptoms  and  lack
of speciﬁc  diagnostic  modalities.  Patients  suffer  from  intestinal  endometriosis  for  many  years  before  they
are  diagnosed.  Often,  such  patients  are  labelled  with  irritable  bowel  syndrome.  Intestinal  endometrio-
sis has  a diagnostic  time  delay  of 8–11  years  due  to its non-speciﬁc  clinical  features  and  multi-system
involvement.
PRESENTATION  OF  CASE:  Our patient  was  a  32  years  old  Caucasian  female  who  was  referred  to  us  with
features  of  intestinal  obstruction.  Despite  repeated  clinical  assessments  and use  of different  diagnostic
modalities  the  diagnosis  was  still  inconclusive  even  after  21 days  of her ﬁrst  presentation  to  primary
care  physician.  She  had  an exploratory  laparotomy,  sigmoid  colectomy,  and  Hartmann’s  procedure  with
a temporary  colostomy  with  us.  Histopathology  conﬁrmed  endometriosis  and  also  showed  melanosis
coli.  She  was  referred  to the gynaecological  team  for review  and  follow  up.
DISCUSSION:  Intestinal  endometriosis  should  be considered  as  a differential  diagnosis  in  female  patients
of childbearing  age  group  presenting  with  non-speciﬁc  gastrointestinal  signs  and  symptoms.  Our  patient
manifested  intestinal  endometriosis  and  melanosis  coli on  histopathology  suggesting  symptoms  of long
duration.
CONCLUSION:  Bowel  endometriosis  is  a  less  considered  and  often  ignored  differential  diagnosis  in acute
and chronic  abdomen.  This  condition  has  considerable  effect  on  patient’s  health  both  physically  and
psychologically.
© 2. Introduction
Endometriosis is deﬁned as the presence of functioning endome-
rial like tissue outside mucosal lining of the uterus. It is a benign
ynaecological condition, affecting women in childbearing age,
hich usually causes relatively mild cyclical symptoms related to
er menstrual periods.
Colonic obstruction occurs secondary to cancer, complicated
iverticular diseases or volvulus in approximately 90% of patients.
ther conditions like adhesions, ulcerative colitis, radiation
nteritis, faecal impaction, foreign bodies, pseudo-obstruction,
Abbreviations: bpm, beats per minutes; CA-125, tumour marker for ovarian car-
inoma; cm,  centimetre; COCPs, combined oral contraceptive pills; CRP, C-reactive
rotein, an inﬂammatory marker; CT scan, computerised tomographic scan; e.g.,
n  abbreviation for the Latin phrase exempli gratia.  When you mean “for example,”
se e.g.; g, gram; g/dl, gram per decilitre; GnRH, gonadotropic releasing hormone;
,  litre; mg,  milligram; MRI, magnetic resonance imaging; NSAIDs, non steroidal
nti-inﬂammatory drugs; WBC, white blood cell; %, percentage.
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inﬂammatory strictures, obstructed hernia and endometriosis with
other rare conditions make up for rest of 10%.1
In this article we  report a case of large bowel obstruction
secondary to sigmoid endometriosis, which led to a diagnostic chal-
lenge (Figs. 1–4).
2. Case presentation
2.1. Presentation and history
A 32 years old nulliparous, Caucasian woman with history of
diahorrea for the previous 3 weeks who had been managed as gas-
troenteritis by her primary care physician. She was admitted to
her local hospital with a history of moderate to severe generalised
abdominal pain, vomiting and dark coloured stools. She was inves-
tigated with chest X-ray, abdominal X-ray and colonoscopy. She was
managed conservatively and also had a non-contrast abdominal –
pelvic CT scan demonstrated dilated loops of small and large bowels
(Figs. 1–3).
Open access under CC BY-NC-ND license.She was referred to our regional hospital with above history. Her
complaints, abdominal pain, abdominal distension aggravated for
last 24 h and developed absolute constipation. Her systemic review
and past medical history was unremarkable.
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Fig. 1. Non-Contrast CT scan, showing dilated bowel loops.
Fig. 2. Non-contrast CT scan, showing dilated loaded colon in pelvis with no
obstructing lesion.
Fig. 3. PFA showing small and large bowel loops with feacal loading and air upto
distal colon.Fig. 4. Histological ﬁlm showing endometrial gland in with stromal tissue.
2.2. Physical examination and laboratory investigations
She was afebrile and haemodynamically stable on presentation.
Her abdomen was grossly distended, diffusely tender and tympa-
natic on percussion with high-pitched bowel sounds.
The patient’s laboratory results revealed haemoglobin of
12.5 g/dl, which dropped to 10.9 g/dl next day. Her leukocyte count
was 9.7 × 109/L with moderate neutrophilia. Biochemistry labora-
tory results were within normal range but with raised CRP level of
64.4 g/L.
She under went an exploratory laparotomy after resuscitation
and with informed consent through infraumblical midline incision.
There was a ﬁrm irregular suspicious looking tumour measur-
ing approximately 3 cm × 4 cm in distal sigmoid colon adherent to
sacrum. A sigmoid colectomy with Hartmann’s procedure was per-
formed and temporary colostomy fashioned in left iliac fossa. She
had an uneventful recovery. She was  discharged home with future
plan for early reversal of colostomy. Her histopathology conﬁrmed
intestinal endometriosis not involving mucosa (Fig. 4). Melanosis
coli was also noted that correlates well with prolonged use laxatives
for constipation.
She was  re-admitted within 10 days of her initial operation with
lower abdominal pain and raised WBC  count of 13.5 × 109/L. She
had CT scan to rule out intra-abdominal collection that did not
show any discrete collection. She settled with intravenous antibi-
otics. She was  seen by gynaecologist and commenced on Injection
Decapeptyle, 3 mg  intramuscular on monthly basis.
She had reversal of Hartmann’s 9 weeks after her initial surgery.
She was  discharged from surgical outpatients’ clinics after 8 weeks
to continue follow up with gynaecologist.
3. Discussion
Intestinal endometriosis mostly occurred in nulliparous women
of childbearing age. Such patients suffer from non-speciﬁc colonic
symptoms or either asymptomatic and this can account for under-
estimation of this disease.1,4 The incidence of bowel involvement
with endometriosis had been variable 3–34%. Colonic involvement
had been reported in 12–25% of patients with endometriosis. The
most frequent location of endometrial implants were the recto-
sigmoid junction (72%) followed by small intestine (7%) ceacum
(3.6%) and appendix (3%) MacAfee et al. Endometrial implants had
also been reported in urinary bladder, kidneys, skin, umbilicus, per-
ineum, lungs, CNS and striated muscles. The median age at the
time of diagnosis was 34–40 years.1,2,3 Endometriosis had also been
noted in postmenopausal women in few studies.6
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The etiology of endometriosis is still elusive and three theo-
ies are prevalent. Firstly, Sampson’s theory of transplantation and
mplantation is vastly accepted and well supported since 1920
ased on observation retrograde menstruation noted in 76–90%.
econdly, Meyer’s theory of ceolomic metaplasia this explains
resence of endometriosis in men  and postmenopausal women.
his is based on common origin of endometrium and peritoneum
rom common embryonic precursor cells. Third is Halban’s the-
ry, suggests that distant lesion is mostly due haematogenous and
ymphogenous spread.5
The hypothesised mechanism leading to bowel obstruction is
hat the ectopic endometrial tissue or implant respond to ovarian
ormones on cyclical basis leading to inﬂammation, ﬁbrosis, and
etaplasia or hyperplasia of intestinal smooth muscles that can
nvolve serosa, submucosa and uncommonly mucosa.7 This point
an lead to intussception, volvulus or mechanical kinking of bowel
s we believe in our patient.
Clinical symptoms range from asymptomatic to constellation
f symptoms like painful bowel movements, cramps, constipa-
ion, diarrhoea, vomiting, rectal pain, infertility, abdominal mass,
ncreased urinary frequency and cyclical hematochezia.6
Cyclical hematozachia, this was also present in our patient, had
een seen even without mucosal involvement as this was noted in
enopausal women as well. The frequent absences of intramural
aemorrhage suggest that intestinal endometric deposits do not
lways menstruate or bleed. This can be explained as secondary
o transient mucosal tear which is caused by extensive oedema
nd swelling of underlying endometrial deposits under hormonal
nﬂuence.6,8,9
A thorough history and high index of suspicion are pre-
equisites to reach such diagnoses. Recto-vaginal examinations
howed marked limitations despite the controlled circumstances.
his can lead to variable differential diagnosis including irrita-
le bowel syndrome, diverticulitis, appendicitis, Crohn’s disease,
ubo-ovarian abscess, lymphoma, and carcinoma. In a case report
t mimicked solitary rectal ulcer syndrome.10 Different radiolog-
cal imaging techniques did not show any speciﬁc signs though
ndorectal ultrasound with radial probe had shown high speci-
city and sensitivity.11 Recently dynamic contrast – enhanced MRI
ad shown improved results. These results were presented in 9th
orld Congress on Endometriosis, September 2005.12 Colonoscopy
ad not to be proven a helpful diagnostic tool as in our case as
ell but it is still recommended in all patients with suspected
ndometriosis to rule out mucosal involvement and malignant
esions with help of biopsies, if needed. Histopathological conﬁr-
ation required presence of both glandular and stromal tissue.
aparoscopy offers the best and deﬁnitive diagnostic opportunity
or this disease. It has overall sensitivity of 97% and despite it’s
nvasiveness has speciﬁcity of only 77%.13,14 CA-125 can be use-
ul marker for monitoring the treatment with limited diagnostic
alue.
Treatment of endometriosis is generally medical for its symp-
oms and disease control. This includes use of NSAIDs and COCPs
combined oral contraceptive pills) as ﬁrst line of treatment
specially for deep pelvic pain. GnRH-agonist and gonadotropic
ormone inhibitors, e.g. Danzol are used as second line of
efence. Their long-term use is not established and limited
ue their side effects. These can be used with Add back ther-
py with COCPs. Aromatise inhibitors and iron chelators have
lso been used in deep and early endometriosis respectively.
xeresis may  be necessary after failed medical management
nd stays the primary treatment for colonic involvement espe-
ially in obstruction or when diagnosis in doubt. This can
ange from local excision of lesion to an anterior resection
ictated by clinical picture and complemented by hormonal
reatment, as in our patient.15 Endoluminal stenting for reliefPEN  ACCESS
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of colonic obstruction has been shown as safe and effective
option.
4. Conclusion
Intestinal endometriosis is an under diagnosed condition
with high morbidity and psychosocial implications. This can be
extremely difﬁcult to diagnose preoperatively due to constella-
tion of symptoms and non-availability of speciﬁc investigations.
Surgery plays major role in management and diagnosis as this can
be challenging. So, endometriosis should be considered in differen-
tial diagnosis in females of all ages especially of child bearing age
group with unexplained bowel symptoms and thus their manage-
ment be tailored.
We  report our case of sigmoid endometriosis and melanosis coli
causing colonic obstruction. This was  her ﬁrst presentation and
turned out to be a diagnostic challenge.
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It is to conﬁrm that patient has given an informed consent to
publish her case and histopathological pictures.
Contributions
HN managed patient on arrival and initiated treatment and
looked after patient throughout. Performed surgery under direct
supervision. Did literature search and referencing and submitted
after writing it. DS contributed in pre and post operative care of
patient and helped in writing paper. AN has supervised the care
of the patient as Consultant. He also helped in drafting, critically
analysing and proof reading the document.
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